Introduction: School based programme known as 'Doktor Muda' was established to empower school children using their knowledge and health skills to achieve better health status. ''Doktor Muda'' (DM) is a group involved a selection of trained school children that met certain criteria as peer educators in order to influence their peers' attitude and health practices.
Introduction
Health promotion is important in preventing comunicable and non communicable diseases including gastrointestinal and respiratory infections which normally transmitted by person to person contact and obviously school children are susceptible to this illnesses (Chittleborough, Nicholson, Young, Bell, & Campbell, 2013) . It will affect the child health in which they may miss educational opportunities and reduce the educational outcomes that involved productivity, increased absenteeism and days off work for school staff (Willmott et al., 2016) .
A trained moderator conducted the FGD session using a protocol containing information on self introduction, introduction to note taker, explanation on the information that is going to be extracted through video and audio recording, field notes and reason for the subject selection. Along with this information, the purpose of study and cooperation from the participants and confidentiality were explained.
All FGD sessions were conducted using a semi structured open ended questionnaire. The questionnaire was developed according to the relevant themes that identify the abilty of DM to influence their peers' attitude and health practices (Chua, 2011) . Each FGD session was audio recorded and transcribed verbatim. Video recording were used to identify non verbal communication and group interaction to support the field notes by the note taker (Hennink, 2007) . The moderator used dynamic group techniques such as visual aids, scale rating, listing and ranking to encourage discussion and minimize domination by members of the group during FGD session (Johnson & Christensen, 2004) .
The semi-structured questionnaire was divided into 5 parts including: 1) Ice-breaking -to make the participants comfortable with each other before starting the discussion. The moderator has used perception visual to encourage the participants to response and interact freely.
2) Introduction -warming up and screening questions to ensure how far the participants know DM. Then the questions will lead to general questions that introduce participants to the topic of study.
3) Transition-questions involved participants' attention in gathering the health activities information by DM.
4) Main question -related to credibility of DM as health promotion agent including the abilities of DM in changing positive attitude and influence peers towards healthy lifestyle. Participants were asked whether they are comfortable discussing health issues with DM. Participants were also asked about credibility characteristics of DM.
5) Closing-Finally, in this section, participants was asked to rate from 1 to 10 the effectiveness of DM as health promotion agent and their interest to become members (Glanz, Rimer, & Lewis, 2002) .
In this explorative study based on grounded theory, new information from every FGD session was used to enrich the questions for the next FGD session (Johnson & Christensen, 2004) . Hence, there was improvement in the questions asked until it reached saturated point where no additional information was found (Mack, Woodsong, MacQueen, Guest, & Namey, 2005) .
Ethical Approval
Ethical approval was obtained from the Planning and Research Education Policy, Ministry of Education, Malaysia and Medical Research Ethics Committee, Ministry of Health, Malaysia. Written consents were obtained from the parents prior to the interview.
Data Management and Analysis
Data were analysed using triangulation technic to cross-checked between primary and secondary data (Mack et al., 2005) . Primary data involving recorded tapes from focus group discussion were transcribed together with field notes, observation notes and video recordings. Informal interview between principal investigator, DM club adviser and programme coordinator were also documented. As for secondary data, list of schools with DM club, reten activities, list of health problems in Gombak schools and name list of year 5 in SK Gombak Setia were retrieved in our records.
Qualitative data analysis was a continuous process beginning with data collection until report writing. Data were analysed systematically in order to reduce bias in selection and to ensure the quality of the research (Flick, 2007) .
Thematic analysis was used to analyze the qualitative data in this study. The materials were read thoroughly several times before key words and themes were indentified and coded. The coding differences were resolved through thorough discussions to ensure all perspectives on the themes were represented. Content analysis was performed and verified by a feedback group that represented all FGD groups.
Results
The findings are presented according to themes identified: (i) behavioural beliefs towards health, (ii) attitudes towards health (iii) health practices. Verbatim quotes are labelled according to response by the participants to support findings:
(i) Behavioural beliefs towards health
Participants' assessment of positive belief in behavior is translated as pay attention, whereby negative belief of behavior is as less or no attention to message delivery by DM. Finding shows majority of participants admitted positive response towards information given by DM such as listening and observing carefully, silence and taking notes during message delivery. Negative reasons by the participants referred to "self-defense" such as already know about the matters, complaining on tiredness, disturbed by peers. This was shown by following quotes:
Girls: "Write in the note book…so it can be practiced at home."
Boys: "So that I can teach other people …tell others…and correct them when they make mistake like when they don't wash hands before eating."
Moderator: "Did all of you pay attention?"
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Girls: "No…my legs feel tired…."
However, according to participants more than 50 % of their peers hardly give attention to DM by interrupting during the session. Participants' opinion of their peers who do not pay attention as "presumption" associated with a negative attitude for not trusting the health information given by DM who had grown up with them.
(ii) Attitudes towards Health
Attitudes toward health were measured from abilities of DM in changing negative to positive attitudes of their peers about the importance of health. These positive attitudes were influenced by participants' positive beliefs or evaluation on positive behavior outcome, hence will lead to intention in practicing good health practice and vice versa.
Majority of the participants agreed DM succeeded in changing their attitudes toward the importance of health involving were participants` concern on health. Some of the participants claimed that they neglected the health practices because of in hurry and forgetfulness. However, a few participants admitted they were not interested in practicing good health. Verification from feedback group confirmed the results as 91.0% agreed DM has positive influence among participants on the importance of health.
This study also showed that subject's has different opinion on the ability of DM in changing the attitudes of their peers towards the importance of health. They assumed that their peers were not interested in health matters that related to negative response showed by the peers during dissemination of information by DM and participants' observations. This was reflected on the following quotes:
Girls: "Because she thinks personal hygiene is boring…even when it comes to cleanliness also they will ignore."
Boys: "They don't like to listen to health talk." (iii) Health Practices
Majority of the participants admitted that they followed DM advice on health practices and activities. Only few participants seldom follow DM`s advice whereas among peers more than half of them neglected DM's advice on health. The following quotes were reflected on practices adviced by DM: This study found that verification from the feedback groups regarding individual who influence their personal hygiene practice revealed 45.5% by their ownself, 36.4% by their parents/family and 36.4% by DM respectively. The findings were strengthened by using listing and ranking techniques where the sequence according to priority were parents/family (1.7), medical doctor (1.8), DM (2.1) and teachers (2.7). Overall, 8 (72.7%) participants agreed, 2 (18.2%) not sure dan 1 (9.1%) did not agreed that DM has an influence on their health practices.
Rating on the Effectiveness of Health Information Delivery
The results showed 47 (67.1%) participants gave high rating between 8 to 10 and 23 (32.9%) gave average rating between 5 to 7. Details of the rating are presented in 
Discussion
The impact of DM as health agent is dictated by the ability of DM to influence beliefs, attitudes and practices of their peers on health (Kirby, 2001) . Positive beliefs towards model behaviour are translated into better sustained attention, whereas negative beliefs on behaviour manifest into less attentiveness towards health information delivered by DM (Borgia, Marinacci, & Schifano, 2005; Bloor et al., 1999) . In short, how peers perceive the importance of health is directly correlated to the amount of attention they pay to the knowledge disseminated to them by DM (Falchikov, 2001; Fenella, Audrey, Holliday, Moore, & Campbell, 2009 ).
In this study`s context, the conviction of peers on the importance of health is indeed translated into the amount of attention they pay to health information delivered by DM. Unfortunately, there are still several among them that pay little to no attention but this is not attributed to the lack of their principle on the importance of health, but rather, certain barriers along the lines of communication (Klepp, Halper, & Perry, 1986 ). This research finding validates previous research results that the DM delivering messages about health received a poor feedback from their peers such that over 60% in Negeri Sembilan (MOH, 2013b) and over 80% in Kuala Selangor were attributed to communication skills (Azimah, 2014) .
Participants observe peers who do not emphasize their health and well-being and find that these cohorts are nonchalant about health and they are not attentive towards the information dissemination sessions-reasons which can be caused by barriers in communication (Nasruddin, Omar, Ahmad, Wan Hussein, & Manaf; 2006) . For instance, participants in class 5F that do not pay attention and thought to be indifferent about their health by other participants have actually refuted this and claimed that they do value their health and follow the advice given by DM about personal hygiene and help spread knowledge to their family members. Hence, these participants stated that their lack of attention is simply a result of communication barriers that occur during their information session with DM in a non-conducive environment (Stock et al., 2007; Truong, 2008; Venditti et al., 2014) .
According to Social Learning Theory, to enable effective learning, one has to be attentive towards an exemplary model (Bandura, 1977) . Any disruption upsetting the individual's focus will cause a negative impact on observational learning. If the model was interesting or the activities are stimulating, then the probability of the learner giving his or her full attention is higher (Ajzeen & Fishbein, 1977) . Hence, this relates to the selection of DM as well as utilising the best method of communication that fulfils the learning objectives and intrigues peers simultaneously (Guldal, Mesvim, Gunvar, & Ozcakar; 2012) .
A long period had lapsed since health information from DM was disseminated, such that several participants encountered difficulties in recalling exact details (problems in retaining information). Therefore, information has to be repeated in an interesting way to refresh peers' memories (McDonald, Grove, & Forum of Advisory member, 2000 . In addition, they have to re-enact the actions they observe. The competency of performing these actions and applying them will improve their skills dramatically (Mckenzie, Neiger, & Thackeray, 2009 ). However, in the context of this study, the demonstration techniques used by DM does not provide space or opportunity for peers to demonstrate if they truly have understood what they just observed (Flanagan, Williams, & Mahler, 1996) .
According to Bandura (1977) , for successful observational or adaptive learning, peers have to be motivated to re-enact what they learned. Reinforcement in the form of rewards like compliments or gifts, and penalties like warnings or precautions can play a vital role in motivating them (Flanagan, Williams, & Mahler, 1996) . In this programme, awarding gifts for answering quizzes correctly are seldom done (less motivation to perform well). In gjhs.ccsenet.org
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In this study the conviction that health matters and shaping positive attitude towards it is not solely a direct cause of DM's efforts. This belief has been embedded early in life by parents, family members, teachers and health societies in schools as well as their schooling environment, considering that personal and oral hygiene are widely taught in every school. Hence, the health information sessions delivered by DM serve as reinforcement of peers' established beliefs on the importance of health and thus form positive attitude towards it.
According to Azjen (1991), one`s attitude towards behaviour is in fact either a positive or negative evaluation made by an individual towards said behaviour. An example of factors that determine attitude is one's belief towards behaviour. In this study, positive attitude about health among peers is influenced by positive beliefs or the evaluation that behaviour will produce positive outcomes. For example, the act of brushing teeth correctly will prevent oral disease (Caccamo, 2000) . Conversely, an aloof view on health is influenced by negative beliefs or judging behaviour to be unproductive (Griebler, Rojatz, Simovska, & Forster, 2014) . One example would be certain individuals believing that brushing teeth as often as suggested by DM is unhelpful because they deem it to be time-consuming or simply because they are lazy.
All in all, DM has succeeded in changing the participants' attitude to be more health conscious, but this only applies to less than half of their peers (Lotrean, Dijk, Mesters, Ionut, & De Vries, 2010) . This could be due to negative attitudes formed by their creed that these health practices can be abandoned from time to time because it would not have a substantial impact. It is also possible that some of them may already have a positive outlook, but their negative behaviour of neglecting health practices or not adhering to a healthy lifestyle is due to human nature of forgetfulness and the need for constant reminders (Konu, Lintonen, & Rimpelä, 2002) .
The findings of this study also state that overall, DM is successful in influencing health practices of the participants, but only in less than half of their peers. Health practices that the majority of participants adhere to relate to personal hygiene like frequency of brushing teeth and the proper way of doing so. This has been instilled from an early age by parents but is now being rehashed by DM to serve as a reminder on the importance of brushing teeth adequately.
Verification was obtained from feedback group that concluded that almost half of all participants practice good hygiene because of personal reasons, parental influence or family influence and of course, DM. And also there are different levels of influence possessed by cohorts that affect heath practices in participants which include parents/family, medical doctors, DM and teachers (Medley, Kennedy, & O'Reilly, 2009) . Pressure from society has a role too, and in particular, pressures from parents and DM in solidifying personal hygiene. Obeying health practices among participants is further strengthened by the spread of health information to family members and peers as a result of a combination of faith, attitude and positive health practices (Mellanby, Rees, & Tripp, 2000; Michielsen et al., 2012) .
Overall, there is a distinct and consistent connection between positive beliefs about behaviour (attentiveness), building positive attitude (prioritising health) and subsequently leading to positive practices (following health practices) among participants (Samdal, Nutbeam, Wold, & Kannas, 1998) . Conversely, negative beliefs about behaviour (inattention), can influence negative attitude (indifferent to health) and therefore lead to negative practices (neglecting health practices) among participants (Kirby, 2001; Mason, Flisher, & Mathews, 2011) . However, participants who are inattentive should not be considered as neglecting their health. Similarly, participants that claim to be health conscious do not necessarily adhere to healthy practices (Newton & Ender, 2010; Rimer & Glanz, 2005) .
The effectiveness of the health information-giving session by DM that was assessed using a rating system provides an overview that DM is successful in playing its part as health-promoting agents (Simovska & Carlsson, 2012) . Most participants agree that DM activities are fun, good in raising awareness in participants to be more health conscious and can be incorporated into daily living.
Conclusions
DM can be used to improve the school health promotion and create positive beliefs among peers towards health, influencing positive attitudes to accentuate health and consequently, encouraging health practices at a moderate level. Obeying health practices among participants was also reinforced by spreading health information to family members which results from a blend of faith, attitude and positive health practices (Starkey, Audrey, Holliday, Moore & Campbell, 2009 ). Participants' interests on becoming a member of DM themselves also showcase the positive impact of this programme. Training of school children as health agent should be strengthened to inculcate healthy lifestyle among children in school. Further studies need to be done to identify the barriers and challenges to
